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Abstract  1 
 2 
Objective  3 
To describe emergent approaches to integrated care for older people with complex 4 
care needs and investigate the viability of measuring it. 5 
 6 
Methods 7 
A case study approach was used.  Sites were recruited following discussion with 8 
senior staff in health and social care agencies.  Service arrangements were 9 
categorised using a framework developed by the researchers.  To investigate joint 10 
working within the sites the Development Model for Integrated Care was adapted and 11 
administered to the manager of each service.  Data were collected in 2018. 12 
 13 
Results  14 
Six case study sites were recruited illustrating adult social care services partnerships 15 
in services for older people with homecare providers, mental health and community 16 
nursing services.  Most were established in 2018.  Service arrangements were 17 
characterised by joint assessment and informal face-to-face discussions between 18 
staff.  The development of an infrastructure to promote partnership working was 19 
evident between adult social care and each of the other services and most developed 20 
with home care providers.  There was little evidence of a sequential approach to the 21 
development of integrated working practices. 22 
 23 
Conclusion  24 
Components of partnerships promoting integrated care have been highlighted and 25 
understanding of the complexity of measuring it enhanced.  Means of information 26 
sharing and work force development require further consideration. 27 
 28 
Summary and key words: (3 to 6 key words) 29 
Integrated care, Social Care, Healthcare, Older people, Devolution, Complex care  30 
  31 
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What is known about the topic? 32 
The devolution of health and social care arrangements in Greater Manchester has aroused 33 
considerable interest in much wider arenas. Necessarily much of the focus in available material has 34 
been upon strategic development, analysis of broader trends and mechanisms and a concern with 35 
changes in the healthcare system.  36 
 37 
What does this paper add? 38 
The findings from the study will enable emerging approaches to be described and codified and 39 
permit the specific social care contribution to the new arrangements to be discerned. The findings 40 
are relevant beyond the immediate context of Greater Manchester to wider integrated care. The 41 
evidence can be employed by commissioners and services, providing a sound basis for further work 42 
as service systems develop. 43 
   44 
What are the implications for practitioners? 45 
This research is important because it will be one of the first pieces of work to examine the new 46 
integrated care arrangements in Greater Manchester.  By providing guidance to promote evidence-47 
based practice, this study will contribute to service development in Greater Manchester and the 48 
achievement of the broad national service objectives of improving the user and carer experience and 49 
ensuring value for money.  50 
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Introduction  51 
The provision of integrated care for older people with complex needs is a longstanding international 52 
concern (1, 2).  Integration, care co-ordination and collaborative care are terms used interchangeably 53 
within a health and social care framework aimed at delivering a multidisciplinary service for healthcare 54 
provisions. Integrated care has recently been defined as: 55 
 56 
“health services that are managed and delivered such that people receive a continuum of health 57 
promotion, disease prevention, diagnosis, treatment, disease management, rehabilitation, and 58 
palliative care services, coordinated across the different levels and sites of care within and beyond the 59 
health sector and, according to their needs, throughout the life course.” (1) 60 
 61 
In England, there is currently a shift toward the development of more integrated structures. This new 62 
ambition reflects the health and social care needs of a population and the importance of 63 
interdisciplinary working to develop coordinated care for older people with complex needs at both 64 
the macro and micro levels (3, 4).  65 
 66 
In 2015, the National Health Service (NHS) England announced Sustainability and Transformation 67 
Plans towards delivering integrated services for the needs of local populations. The aim of these plans 68 
was to deliver sustainable improvements in health and care outcomes. These would be achieved 69 
through integration of National Health Service provider organisations, Clinical Commissioning Groups, 70 
Local Authorities and other health and care services, making up 44 geographic areas in which people 71 
and organisations would work together in order to improve and transform the way that health and 72 
care is strategically provided for their populations (4). In England, the Greater Manchester Health and 73 
Social Care Partnership was established in 2014/5. It was the first region in England to receive 74 
devolved funding and therefore, devolved planning and control for health and social care services 75 
from National Health Service England (Department for Health and Social Care) with a budget of £6 76 
billion. Each of the 10 Greater Manchester local authorities and health bodies signed a formal 77 
agreement that committed them to deliver integrated health and social care services incentivised by 78 
a £450m transformation fund with targets to measure the planning and implementation of integrated 79 
services. Greater Manchester is an example of a sustainability and transformation partnership with an 80 
accountable care system, thereby permitting the creation of a single health and social care budget for 81 
the region. A key requirement of the transformation funding, with respect to older people, is to 82 
develop service systems to support people at home and avoid unnecessary hospital admissions. Local 83 
services were encouraged to reduce duplication across services, develop seamless support to people 84 
in need and deliver the right support to people in the right place. The key driver was to improve 85 
citizens health and wellbeing and advance the shift in resources from secondary to primary care, in 86 
order to maintain those with complex care needs in their own home (4).   87 
 88 
Complex care for older people is often poorly defined. In this study we defined complex care as being 89 
for older people for whom independent community living might no longer be a possibility, for 90 
example, people with substantial personal care needs and multiple morbidities including sensory 91 
impairment (5). Consequently, they are reliant on others to continue to live at home to maintain their 92 
safety, security and sense of well-being. Often, complex care is associated with a reduction in 93 
functioning and morale, for example, because of depressive illness, functional or organic mental 94 
disorder. As a result of these conditions, older people are unable to undertake successfully both 95 
activities of daily living and instrumental activities of daily living, and, as a consequence there is a 96 
significant impact on their wellbeing [6-8]. Complex care is therefore, likely to involve; support at 97 
home on a daily basis, more than one agency contributing to a care plan and regular monitoring and 98 
review of care. The care such older people require will usually be long-term and necessitate co-99 
ordination to promote continuity of care [6-8]. 100 
 101 
Y, 
A cornerstone of integrated health and social care services is a robust workforce development 102 
strategy. Investing in front line staff can help to ensure the effective delivery of integrated services 103 
by encouraging both a positive working relationship and a clearer understanding of roles and 104 
responsibilities between staff from different disciplines. Workforce planning at the macro level is an 105 
integral part of developing an integrated service framework (5).  As part of a wider evaluation of the 106 
arrangements to support older people at home with complex needs in localities within the Greater 107 
Manchester Health and Social Care Partnership, we conducted an evaluation of operational 108 
management and workforce changes. This study had two aims. The first was to describe emergent 109 
approaches to integrated services and the second was to investigate the extent to which it was 110 
possible to measure the extent of integrated practice within them.  111 
 112 
Methodology  113 
 114 
Design 115 
This was a pilot study, which employed a quantitative cross-sectional design in order to identify the 116 
level of integration within 6 care service initiatives in Greater Manchester.  A case study approach 117 
was employed to explore the complexities, circumstances, and range of services provided using 118 
discrete exemplars of integrated working as the unit of analysis (6).  This approach has been 119 
recognised as a valuable method for the study of complex settings in the early stages of research and 120 
for the generation of hypotheses (7).   121 
Settings and site identification 122 
Data collection took place in autumn 2018. Recent changes to the Health Research Authority ethics 123 
guidance mean that ethical review for the provider and practitioner interviews was not required. 124 
However, participant information sheets and consent forms were employed with all interviews. A 125 
case finding strategy was employed to identify examples of emergent integrated health and social 126 
care initiatives providing care to older people with complex needs within the Greater Manchester 127 
Health and Social Care Partnership. This was facilitated by the involvement of the North West 128 
Association of Directors of Adult Social Services (including serving directors of adult social care 129 
employed by local authorities) and personal contacts with managers known to the researchers. 130 
Researchers met with senior social care staff in four localities and one senior member of staff in a 131 
specialist mental health service. The purpose was to identify a specific locality where there was a 132 
clear initiative to promote integrated care for older people with complex needs and which 133 
constituted a new model of care rather than an extension of existing practice. Each initiative had to 134 
be  underpinned by a strategic plan, which had a specified start date and comprised a service 135 
provided by staff from a variety of professional backgrounds for older people with complex needs 136 
living at home. 137 
The overall population of Greater Manchester is around 2.8 million, approximately 441 thousand of 138 
whom are aged 65 and over (8). Amongst these  Iwere 53 thousand people identified as having 139 
complex care needs (including frail older people with mental health needs, learning disabilities and 140 
dementia, and people with multiple long term conditions) (9). Each locality has approximately 16 to 141 
20 percent of its population over age 65, a proportion which will continue to increase over time (8). 142 
Ethnic diversity is also widespread across Greater Manchester, with the lowest percentage of non- 143 
White persons residing in the areas of Stockport and Tameside (7.9% and 9.1% respectively). There 144 
are far larger ethnic minorities living in Oldham, Rochdale and Trafford (22.4%, 18.4% and 14.5% 145 
respectively that are considered non-White) (9). These figures are important to consider, as they 146 
help explain the level of integrated practice considering sociodemographic factors, which can often 147 
act as barriers when exploring emerging models of integration in health and social care.     148 
 149 
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Six sites were recruited spread across five of the ten local authorities (geographical areas served by 150 
local government units) in Greater Manchester. In one local authority, there were two sites. Site 151 
characteristics reflected   three different approaches to supporting older people with complex care 152 
needs at home.  Two were examples of new roles for mental health nurse practitioners seconded 153 
into adult social care teams.  A further two sites were examples of a new approach to commissioning 154 
for home care for older people living at home characterised by a focus on outcomes with care 155 
provided by a single agency operating within a small geographical area. The final two were examples 156 
of the integration of community nursing services within adult social care social work teams.  In one 157 
site staff were co-located and in the other there was a virtual multidisciplinary team(10). This team 158 
also included other primary care staff including general practitioners and allied health professionals 159 
(for example physiotherapists) and was characterised by daily meetings in a primary care setting.  160 
 161 
Manager interview 162 
The ‘Quickscan questionnaire’ comprised 21 statements (see Table 1) which were considered 163 
integrated activities, derived from an earlier study carried out by Minkman (11, 12) which 164 
investigated the core dimensions of the developmental model of integrated care. The questionnaire 165 
was administered in the format of an interview between researchers and service managers and 166 
adapted for use in the current study. The dimensions of the developmental model of integrated care 167 
remained the same in the adapted version of the Quickscan questionnaire. In the original study by 168 
Minkman (11, 12), statements were ranked in order of importance to their corresponding dimension 169 
as selected by a group of healthcare experts. The dimensions were then ranked in order of 170 
importance corresponding to each developmental phase in the model of integrated care, for 171 
example, phase 1 is ordered by commitment as the most important dimension and phase 4, by 172 
result focused learning. The interactions between the dimensions are key for the developmental 173 
progress from one phase to the next as is highlighted in figure 1.  174 
 175 
In the current study, the Quickscan statements were adapted for use in a UK context by experienced 176 
social workers and researchers in the field of social care research. This was then piloted within a site 177 
in Greater Manchester, to examine acceptability and face validity, following which further 178 
amendments were implemented. These statements were further adapted by an expert panel of 179 
health and social care researchers and current social workers, resulting in an adapted version of the 180 
Quickscan for use in the UK (see Table 1).  181 
 182 
[Insert Table 1] 183 
 184 
[Insert figure 1] 185 
Data analysis 186 
All data from the manager interview were analysed in Excel, in order quantitatively to measure the 187 
level of integration within each site. This was done by means of scoring responses to statements 188 
within each dimension. If responses to particular statements indicated that the specific feature were 189 
present, then each statement would be evidenced by examples of the form that it took. This would 190 
then permit a score within each dimension. Understandably, there were different numbers of 191 
statements that fulfilled the criteria of each dimensions (see Table 1). Two researchers determined 192 
these scores independently.  Subsequently following recordings of data these two scores were then 193 
checked using inter-rater reliability analysis. Any differences in scores were then rechecked by 194 
listening to the recording, upon which researchers agreed a score, thereby permitting  complete 195 
inter-rater reliability.  196 
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Phase of integration  197 
Further inter-rater reliability was performed following phase rating by researchers. This was a short 198 
questionnaire that included a checklist of three statements per phase (12 in total) and a final 199 
question addressing what phase the service was currently in. It was undertaken following the 200 
manager interviews and completed separately by researchers. Inter-rater reliability was 95%, with 201 
remaining discrepancies finally agreed upon entering data. In the study by Minkman (11), this was a 202 
phase rating scale, in which participants self-reported which phase they thought their service was in. 203 
However, in the present study, we decided that allowing managers to self-complete this measure 204 
would yield inaccurate responses since many managers did not understand sufficiently the detailed 205 
definition of each phase. Additionally, there was a potential element of participant bias, or demand 206 
characteristic bias. Therefore, to avoid this, researchers separately completed this rating  after the 207 
interview.  208 
 209 
Results  210 
Site description 211 
Table 2 outlines the partnership arrangements and information about the nature of the individual 212 
projects. Table 2 also outlines the staff groups involved in delivering the integrated services and 213 
where these staff interfaces take place, for example, nurses and social work staff in a primary care 214 
setting are detailed. Some of the services we interviewed offered a generic adults service where 215 
others were more specialised. It is important to understand this context in relation to the breadth 216 
and scope of each service model. 217 
A variety of partnership arrangementswere found to develop and support greater integration in 218 
Greater Manchester (see Table 2). The most common partnership arrangement is a Local Care 219 
Organisation (Integrated Care Organisation and Integrated Care System are terms used 220 
interchangeably to describe a similar partnership agreement to that of a Local Care Organisation). 221 
Local Care Organisations are responsible for the management of health and wellbeing for a defined 222 
population. Providers of community health services are all secondary health care providers (either 223 
specialist mental health or providers of acute care). The start date in table 2 reflects the formal sign 224 
up of integrated care organisations/systems /local care organisations. Most sites had three strategic 225 
partners, which were community health services, Adult Social Care and a secondary care health 226 
provider trust.  227 
The integration interface refers to the services within each site that were being integrated. These 228 
included; Adult Social Care, Community Nursing services, Mental Health services, Home Care 229 
Providers, Clinical Commissioning Groups, Secondary Care, Voluntary Sector and Allied Health 230 
services. In two sites (2 and 4), this builds on a tradition of joint working in the previous decade and 231 
in other sites the partnership is more recent (sites 1 and 3 in particular). Three interfaces are 232 
represented in the case study sites that are all adult social care settings, with  home care providers, 233 
community nursing services and mental health practitioners (see Table 2).  234 
 235 
Three sites provided support to older people (including those with dementia) and adults with learning 236 
and physical disabilities. One site supported older people (including those with dementia) and 2 sites 237 
supported older people with organic and functional mental health problems providing an initial 238 
assessment and screening service as appropriate. Most teams interviewed  provided an intake service 239 
where new referrals were screened for eligibility and then referred to the Adult Social Care service for 240 
an initial assessment.  241 
 242 
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Three sites offered adult care services for people 18 years of age and over. This involved support to 243 
people with learning disabilities and people with physical health needs and disabilities. Older people 244 
with a diagnosis of dementia or other mental health conditions were supported by the adult social 245 
care and health teams.  246 
 247 
Table 3 shows the distinction between the different levels of integration as a marker of progress, 248 
acknowledging that while there was significant evidence of strategic planning and formal partnership 249 
agreements at a senior level, this was not in all sites. These developments were then operationalised 250 
at a fieldwork level with using the Quickscan evaluation tool used by Minkman (13). Several measures 251 
of integration were explored: , integrated budget, single point of access, co-location of staff, 252 
management of teams, assessment, care and long-term support. In three sites, co-location was the 253 
primary reason for driving forward integrated practice. This involved social work teams and 254 
community nursing/mental health practitioners’ teams sharing the same office base. In terms of staff, 255 
there was a varied mix of social workers (qualified and unqualified) and healthcare staff (district 256 
nurses, mental health practitioners) while other staff included home care workers and workers from 257 
the voluntary sector..       258 
 259 
Patterns of shared working practice are also reported in Table 3.d).The most significant shift in 260 
practice involved workers from different disciplines undertaking joint assessments. There was 261 
evidence of pooled budgets (in which the financial resources of one or more organisation is formally 262 
defined and aligned into one integrated funding pot to support joint working) at a strategic level but 263 
limited at the frontline casework/budget planning stage. Joint care planning was only visible within 264 
one of the sites (social care provider and community nursing services, staff coordinating the delivery 265 
of support across their respective service areas.). Additionally, outcomes-based commissioning was 266 
only evident in one site. This is where a service is commissioned that is focused on supporting 267 
people with a person-centred approach that moves away from time and task-based working to 268 
address wider needs. The commissioner gives the provider flexibility to deliver support to meet 269 
particular needs to achieve a person’s agreed outcomes that have been identified in the care plan. A 270 
move toward flexible work practices was only active in one of the sites where a 7 day working 271 
contract had been introduced to reflect new working hours.  272 
 273 
A key marker of progress for integration is having the infrastructure in place to support front line staff  274 
in delivering their roles in the optimum way. The majority of sites l relied on face-to-face conversations 275 
to support integrated working.  However, in one site social work staff accessed General Practitioner 276 
records. This was seen as a major benefit in improving multidisciplinary working. Other examples of 277 
information sharing included less formal mechanisms as noted (see Table 3).  278 
 279 
[Insert Table 2] 280 
 281 
 282 
[Insert Table3] 283 
 284 
Manager interview 285 
Table 4 shows the prevalence of integrated activities per site.  Each site is given a score per 286 
dimension and then an overall prevalence score. It was evident that the most frequently reported 287 
dimensions were, ‘Interprofessional teamwork’ and ‘commitment’  and these were  fully reported in 288 
5 out of 6 sites. 289 
  290 
It appeared that the most integrated interface was in fact with home care services as they had more 291 
dimensions prevalent within their service (site 1 and site 6, 4 and 5 out of 9 dimensions 292 
respectively). The two case study sites within the home care interface fulfilled all dimensions for 293 
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Interprofessional teamwork and commitment. These are integral components of phase 1, 2 and 3 of 294 
the developmental model of integrated care. Within the mental health interface, the two case study 295 
sites were jointly fulfilling the ‘roles and tasks’ and ‘interprofessional teamwork’ dimensions, which 296 
are key features of phase 1 and 2 in the developmental model of integrated care. Within the 297 
community-nursing interface, both sites fulfilled all dimensions for commitment and roles and tasks, 298 
indicative of phase 1 and 2 of the developmental model of integration. 299 
 300 
[Insert Table 4] 301 
 302 
[Insert Table 5] 303 
Table 5 reports the assessment of the phase of integration evidenced in each site using the objective 304 
measures of the modified quickscan schedule and a researcher rating of the phase of development 305 
of each.  All sites had achieved the first phase of integration, ‘initiative and design’.  Two sites (4, 6) 306 
had achieved the second phase of integration, ‘experimental and execution’.   Only site 1 provided 307 
evidence of the third phase, ‘expansion and monitoring’.   Three sites (4, 5, and 6) provided evidence 308 
of the fourth and final phase,  ’consolidation and transformation’.  Integration phases comprise 309 
several key components of each dimension as described by Minkman (11, 13, 14). This study 310 
highlights the variability within the Greater Manchester sites  in terms of integration levels. Across 311 
all sites except site 2, commitment was present as a dimension and was a necessary component  of 312 
phase 1 in the developmental model of integration (14).   However, there was little evidence of 313 
sequential development between the four phases.   314 
 315 
 Researcher phase rating 316 
The researcher phase rating revealed that across 6 sites, the average rating was 2.3, which reflects 317 
the level of integration using the Quickscan tool standardised by Minkman (14). The translation to 318 
the UK however, is less informative on its own. The phase rating in the original study was self-319 
reported. However, to improve the accuracy of integration level information and avoid any 320 
participant bias, there should ideally be a dual completion of this question and in a format, which is 321 
of practical benefit (i.e. checklist of statements per phase as carried out in this study). The approach 322 
adopted here allowed researchers who had more knowledge of each phase, to report more 323 
accurately the level of integration within each service, following the manager interview.  324 
 325 
Discussion  326 
 327 
Three emergent approaches to new forms of integrated services for older people were identified as 328 
part of the Greater Manchester devolved experiment. These were links between adult social care 329 
and community nursing services, old age mental health services and home care providers. The study 330 
included two examples of each approach. Within each of the six sites, the extent of integrated 331 
practice was measured using an adaptation of the Quickscan tool (11, 15) involving the extrapolation 332 
of data from manager interviews and a researcher rating of current arrangements.   333 
 334 
A substantial number  of activities which are integral to the integration model did not appear to be 335 
fully implemented according to the Quickscan and therefore, important dimensions were absent in 336 
the service delivery models (see Table 4). For successful development of integrated care, according 337 
to Minkman and colleagues, all dimensions must be fulfilled, reaching level 4 status in the 338 
developmental model of integrated care. The results suggest that for successful integration 339 
particular efforts should be made to focus on aspects of practice within the key dimensions of 340 
integrated care, which include: commitment, roles and tasks, delivery system, performance 341 
management and result focused learning. The activities within three dimensions (delivery system, 342 
performance management and results based learning) are critical in the progression from one phase 343 
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to the next and these activities were mostly absent, thus, suggesting that they would require the 344 
most future investment. In addition, particular attention should be given to feedback mechanisms 345 
within services that reinforce service delivery based on outcome reports from each service as an 346 
integrated model and not from individual contributing organisations. Examples exist of relevant 347 
suites of performance measures that could contribute to this (16). The responsibility for establishing 348 
such processes may sit with service commissioners to ensure there is a single evaluation of 349 
integrated practice for older people with complex needs living at home, rather than, separate 350 
evaluations initiated by the partner organisations providing staff in the case study sites.    351 
 352 
One of the main challenges in this pilot study was measuring integration itself at the practice level. It 353 
is the aim of integrated services to contribute to minimising fragmentation and to improve services 354 
through cost effective delivery of integrated models of health and social care. However, this leaves 355 
the unanswered question of how to evaluate these most effectively in line with best practice and 356 
how to identify the progress required, appropriate to the particular phase of development. This 357 
study piloted the use of the Quickscan tool in a UK setting. To permit comparison between the sites 358 
an early decision was made for researchers, and not managers, to determine the phase of 359 
integration based on the dimensions of integrated practice identified in the Quickscan schedule. It 360 
revealed a disparity between the data reported by managers and researchers on the extent of 361 
integration within the six case study sites. Managers’ perceptions were influenced by daily practice 362 
and they paid less attention to the strategic markers of integration, the achievement of which was 363 
often beyond their sphere of influence, such as decisions about measures of performance. The study 364 
has also revealed the significance of exploring information sharing as an underlying theme to 365 
understand better the level of integration.  Hence the Quickscan appeared to identify areas of 366 
relative development and under-development.   Nevertheless, to establish the replicability of the 367 
Quickscan in the UK, further work  is required. In particular this reflects missing dimensions where 368 
the inclusion of a dimension relating to workforce development for use in the UK will be important 369 
(5).. Therefore, further work is required to develop a more systematic approach to the measurement 370 
of integrated care delivered to services users and to test its utility in a variety of settings.  371 
 372 
Some of the traditional measures of integration associated with health and social care practitioners 373 
working together were challenged in this study. This has prompted consideration of other 374 
approaches. For example, the co-location of staff does not take account of agile working (17, 18), 375 
working from home and the requirement for staff to maintain electronic records for their employers 376 
whilst being members of a multidisciplinary team. There is perhaps a need to describe further, what 377 
we mean by the term integration. Two terms used in health economics, horizontal and vertical 378 
integration (19), help to understand practice within the case study sites. In this context, they may be 379 
described as two parallel forms of linking on a single continuum of provision for health and social 380 
care.  381 
 382 
Horizontal integration can be defined as the merging of activities at the same level, thereby, 383 
providing integration through control of processes, which are complementary to one another and 384 
not sequentially, linked. Vertical integration on the other hand, can be defined as processes that are 385 
sequentially related to delivery of the same final product. Vertical integration could therefore, 386 
involve a secondary healthcare provider delivering the same service within a continuum of health 387 
and social care services. This form of integration can also   target continuity and provision of long-388 
term care. Horizontal integration, however, involves tailoring provision of individualised services for 389 
people with varying health and social care needs (19).  These two forms of integration are evidenced 390 
in this study. In sites two and four, there are examples of horizontal integration at the care provider 391 
level, as the nurses are part of old age mental health services located in secondary health care. 392 
These case study sites also have elements of vertical integration, as they are governed by a single 393 
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care organisation delivering a range of different services for people with varying health and social 394 
care needs (see Table 2). The remaining sites provide examples of horizontal integration. 395 
 396 
Keeping to this terminology, a value-added partnership approach is one that was observed in this 397 
study in the context of vertical integration in sites 2 and 4. A value added partnership has been 398 
described as a set of independent companies that work closely together to manage the flow of 399 
services along the entire value added chain (20). The case study sites are all governed by a single 400 
care organisation and therefore, displayi elements of a value-added partnership in their approach to 401 
care. However, one of the key components of such a partnership in this context is for information to 402 
be shared efficiently to promote effective care planning and co-ordination especially to uphold the 403 
expected benefits  (20). In three sites (4, 5 and 6) there was evidence of limited use of electronic 404 
means of information sharing. In all sites, practitioners sought to compensate for this by information 405 
sharing through face-to-face discussion. This suggests informal discussion should be recognised as a 406 
measure of information sharing alongside shared access to electronic records.   407 
  408 
One study limitation is that there was insufficient time to adapt comprehensively the Quickscan in 409 
this short pilot study and it is possible thatthis may have reduced the accuracy of  interpretatios of 410 
the results. Minkman and colleagues (11, 12) developed the statements within each dimension using 411 
a robust methodologiy approach, taking into consideration the response rates of each activity and 412 
their appropriateness for health and social care professionals, following focus groups and workshops 413 
aimed at developing themes for integrated practice. This study provides insight into those 414 
dimensions. However, it is evident more work is required in identifying  specific care related 415 
activities to link with those dimensions for a UK context.  It was also The other limitation to this 416 
study is that due to the nature of the research, a case study approach was employed. This does 417 
mean the data may be  generalisable to other settings.  418 
 419 
Nonetheless, this study offers a novel approach in the attempt to capture and define integration in 420 
the UK. These data were collected at a single point in time, as services were at different stages, in 421 
terms of implementing their integrated care model. Therefore, this study necessarily only provides a 422 
cross-sectional account of developments in social care as the process of integration in the devolved 423 
administration of Greater Manchester evolves.  Further work would be desirable to capture the 424 
processes involved within integration, targeted at delivering services for older people with complex 425 
care needs.    426 
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Table 1 Dimensions of integration 490 
Dimensions1 
(no. statements)   
Statements 
Delivery system (3) 
 
Partner organisations have agreements about referral processes and 
care pathways. 
Arrangements are in place for exchange of client information. 
Multidisciplinary care pathways are in place. 
Patient centeredness (2)  
 
Partner organisations have information about the service in a format 
accessible and relevant to service users and carers. 
Service information reflects multiagency working. 
Roles and tasks (3) 
 
Practitioners understand each another’s roles and use their expertise. 
Practitioner meetings take place. 
Agreements on the responsibilities of the partner organisations to the 
service are specified. 
Commitment (2) 
 
Shared agreement between partner organisations of service 
outcomes are specified with steps about how they will be achieved. 
Senior managers in partner organisations support the service. 
Interprofessional 
teamwork (3) 
Practitioners in the service trust each other’s judgement. 
Practitioners value joint working. 




Practitioners within the service are encouraged to experiment with 
new ways of working together to achieve service objectives.  
Financial arrangements between partner organisations have been 
made for the service. 
Result focused learning 
(2) 
 
Benefits of collaboration are understood by practitioners working 
within the service. 




Performance indicators to monitor outcomes are used. 
An evaluation of processes and service impact has been undertaken 
to improve service delivery. 
Procedures are in place to evaluate service user and carer 
experiences. 
Quality care (1) Service users and carers are involved in initiatives to improve service 
delivery. 
1Derived from developmental model of integrated care, Quickscan questionnaire [10]  491 
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1 Integrated Care 
Organisation 
(2018) 
Council, Clinical commissioning 
group, Secondary health care 
Trust, (3) 
Adult Social 






2 Integrated Care 
System (2018) 
Council, Secondary mental 
health care Trust, (2) 
Adult Social 





3 Local Care 
Organisation 
(2018) 
Council, Clinical commissioning 
group, Secondary mental health 





All Adults  




Council, Secondary mental 
health care, Secondary health 
care Trust*, Clinical 
commissioning group, GP 
cooperative, (5) 
Adult Social 




Health Needs  





Council, Clinical commissioning 











Council, Clinical commissioning 
group, Secondary health care 
Trust, (3) 
Adult Social 






Table 3 Service arrangements 








7 day service by 
adult social care and 
home care staff 





Informal face to face discussion Phase 2 
2  Co-Location 
 








Co-Location Social Workers, District Nurses, 
Allied Health Professionals   
Joint assessment 
 
Informal face to face discussion Phase 3 
4  Co-Location 
 
Mental Health Practitioners, 
Allied Health Professionals 
District Nurses, Social Workers, 
Voluntary Sector workers  
 
Joint assessment,  
Care planning 
Informal face to face discussion, 
Mental Health Practitioner views 




 Social Workers, District Nurses,  
Allied Health Professionals  
Joint assessment 
 
Informal face to face discussion, 
Social Workers, District Nurses, 
Allied Health professionals’ access 










Informal face to face discussion, 
Social Workers access electronic 
GP records, Shared care plan via 




Table 4 Measures of integration 
Dimensions (n of statements) 
Integration interface 
Home Care Mental Health Community Nursing 
Site 1 Site 6 Site 2 Site 4 Site 3 Site 5 
Delivery system (3) 1 2 2 3 0 3 
Patient centeredness (2) 1 1 1 0 1 1 
Roles and tasks (3) 2 3 3 3 2 3 
Commitment (2) 2 2 1 2 2 2 
Interprofessional teamwork (3) 3 3 3 3 2 3 
Transparent entrepreneurship (2) 1 2 1 1 1 0 
Result focused learning (2) 1 2 1 2 1 2 
Performance Management (3) 3 2 1 1 0 1 
Quality care (1) 1 0 0 0 0 0 
Prevalent dimensions1 4/9 5/9 2/9 5/9 1/9 5/9 
1Prevalant dimension describes the number of statements achieved per dimension.  For the 
dimension to be fully present, all statements must be evidenced.  
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Table 5 Phases of integration¹ 















1. Initiative and design phase (Commitment) 
  
 
   
2. Experimental and execution phase (Roles and 
tasks and Delivery system) 




3. Expansion and monitoring phase 
(Performance management) 
 
     
4. Consolidation and transformation phase 







Researcher rating 2 3 2 3 1 3 
1Sourced from Minkman’s original study of the developmental model of integrated care [10]. 
Dimensions are ranked in order of importance from the top 10 cluster statements and each 
correspond to a phase (1-4) in the developmental model of integrated care.   
 
